vertebra. (7) Coxa vara, left hip. (8) Lesion of epiphysis of both first metatarsals. (9) Deformity of terminal phalanges of both thumbs, and both great toes. (10) No evidence of pulmonary osteo-arthropathy (figs. 1 and 2).
Blood.-Wassermann reaction negative. Inorganic phosphates, 6 mgm. per 100 c.c. plasma. Calcium 10 mgm. per LOOec.c. plasma. I can find no trace, as far back as the grandparents on both sides, of any similar abnormalities. The case resembles 6ne' shown last year by Mr. Eric Crook, in which there was a similar deficiency of the middle of the clavicle instead of the more common absence of the acromial end. The tetiology seems to be obscure. Dr. Poynton mentioned a case in which the mother, during her pregnancy, was interested in pigeons, admiring the slimness of their shoulders, and she attributed the deformity of her child to that. The present child was in utero during the air raids, and the father blames them for the deformities. Cases of associated coxa vara have been described by Barrington-Ward. I should be glad to hear whether Members think this dysostosis is due to chemical. deficiency or to some variation or mutation.
Discussion.-Dr. PARKES WEBER said he supposed that cleidocranial dysostosis must belong to the large class of congenital developmental abnormalities which were presumably due to variation or mutation. Whether there were a family history or not, he thought that no other explanation was satisfactory.
Dr. REGINALD MILLER asked whether it was not unusual to have the bones other than the membrane bones affected in this condition.
Dr. H. E. MANSELL (in reply) said the condition was usually described as a maldevelopment of membrane bones, affecting those of the skull and the membranous portion of the clavicle. It might or might not be associated with other abnormalities, such as coxa vara, spina bifida, etc. He thought that in common with the latter it was probably an example of mutation.
Grave Familial Jaundice in an Infant.-REGINALD C. JEWESBURY, M.D. J. W., a male infant, admitted to St. Thomas's Hospital when aged 2 days, on account of jaundice.
Family History.--Both parents hlithy. No history of jaundice in parents' families. First child, no jaundice,. now alive and well. Second child (premature: 7 months), jaundice within six hours of birth; died. Third child (full term) was jaundiced after birth; now alive. Fourth and fifth (twins, premature: 7 months), both jaundiced; both died.
Condition on Admission to Hospital: A deeply jaundiced but vigorous baby. Weight 6 lb. 1 oz., the only abnormality being enlargement of the spleen, which was uniformly enlarged and could be felt 2i in. below the left costal margin. Liver not enlarged. Meconium was passed: and the napkins were stained yellow.
Progress: On the evening of admission. 8 c.c. of whole blood were injected intramuscularly into the buttocks. Only a single blood injection was given. The jaundice at first deepened, but gradually faded to a pale lemon-yellow tint. There were no bhemorrhages; the spleen decreased in size. The child was breast-fedfour-hourly-and sucked well. The birth weight was regained on the tenth day, but after this no gain was recorded, the weight tending to drop slightly. Weight at one month was 5 lb. 151 oz. There was no fever.
Blood-count: R.C., 2,560,000; Hb., 52%; W.C., 26,000. Differentials: polys., 49%; large lymphos., 34.5%; small lymphos., 4%; eos., 4%; large hyals. 2%; neutrophil myelos., 0*5%; normoblasts, 76; myeloblasts, 6 in 200 leucocytes; polychromatophilia. + + + +.
Examination of Urine (Dr. de Wesselow): Urine contains bilirubin, no appreciable urobilinogen. More suggestive of obstructive than of heemolytic jaundice.
Examination of Stools: Bile present; no concealed blood. Sachs-Georgi reaction: mother's negative, child's negative. Treatment: Apart from the one injection of whole blood and the administration of iron, in view of the anmmia, no further treatment was given. The child remained in hospital for one month and is now attending the out-patient department.
Discu3sion.-Dr. CHODAK GREGORY said she thought that Dr. Jewesbury's doubt with regard to the diagnosis of familial icterus gravis neonatorum was due to the presence of bilirubin-rather than of urobilin-in the urine; but though, as a rule, in these cases there was no definite cirrhosis, cases had been recorded in which it had been present in one or two members of the family who had died of the disease.
She suggested that this baby should be treated with the serum of its mother, because she believed that out of all the families which had been reported, the only one in which every child had survived was that recorded by Hampson, in which a dose of the mother's serumnot the whole blood-was given to each child immediately after birth. It was difficult to know why this treatment should do good, especially if the theory that the condition was a mother's toxoemia was correct. She suggested that this child should have injections of glucose to tide it over the time until the liver was able to fulfil its functions.
Dr. PARKES WEBER asked whether Hampson's good results1 in cases of "icterus gravis neonatorum " had been as yet colnfirmed by any other writer. He did not think that that author referred specially to an8emia in his cases. He (Dr. Weber) would compare Dr. Jewesbury's cases to the series of cases described by Buchan and Comrie (Journ. Path. and Bact., 1909, xiii, 398) , in which anemia was a most striking feature.
He also asked whether increased fragility of red cells was said to occur in icterus neonatorum; he did not think so. If the fragility were increased, it would suggest that the case in question belonged to the group of familial hbemolytic jaundice and was not an example of familial " icterus gravis neonatorum."
Dr. HELEN MACKAY said that the types of jaundice in new-born babies were not yet clearly differentiated. The so-called " physiological jaundice " of the new born seemed to merge into a more severe type in which jaundice persisted for a period considerably longer than was usual in " physiological jaundice," and in these cases the infants probably showed a greater fall in hmemoglobin level than other infants of similar birth weight, and might become markedly ansmic. She thought it probable that these cases were due to the same causes which brought about " physiological jaundice," whatever those might be.
She had recently seen an example of another type,-possibly due to intra-uterine infeCtion, although the mother gave no history of pyrexia while pregnant. The infant was born jaundiced, had an enlarged spleen and developed anoemia, but at no stage was it severely ill. It recovered without treatment, and clinically the condition could not be described as "icterus gravis " in the literal meaning of that term.
Dr. JEWESBURY (in reply) said he did not accept the suggestion that the condition might be merely icterus neonatorum, for in that case the spleen would not be so much enlarged as it had been, and still was, in this case in which, at first, it had extended 2i in. below the costal margin. He recalled a case, probably icterus neonatorum, in which jaundice persisted 2i months, the spleen was not enlarged, and the jaundice cleared up and left the child none the worse. In the present case the fact that the spleen was so much enlarged and that there was jaundice with severe ansemia made it seem that this was independent of any hereditary toxic condition, but it might be entirely a splenic disease, just as acholuric jaundice was. If the spleen was removed early, the condition might possibly be cured by splenectomy.
He thought Dr. Chodak Gregory's suggestion to give the mother's serum to the child-if it was due to toxeemia in the mother-was worth considering. Till now, he had beeni satisfied with giving the mother's milk, and the baby had done well on this so far as the jaundice was concerned. The mother thought that the child was now gaining weight. If he did not continue to do so he (the speaker) would consider the giving of more blood-injections.
He did not know how ordinary icterus neonatorum could be recognized, except from the fact that it was an icterus which occurred in a perfectly healthy baby, and lasted usually only ten days, afterwards clearing up without any other signs, whereas in the grave forms of jaundice, there was an enlargement of the liver or the spleen, or some alteration in the blood.
